SUMMARY
INTRODUCTION
Spontaneous SEH is a rare emergency. Its incidence, as estimated by Holtas et al (1) , was 0.1 per 100,000 people. Its etiology is related with coagulopathy, vascular malformation, hypertension, neoplasms, infections and idiopatic causes. They are frequently observed in cervicothoracic and thoracolumbar regions. Although rarely observed in SEHs, spontaneous resolution of hematoma has been reported in cases followed with conservative treatment (2) .
CASE REPORT
In a 72-year old male patient with a history of hypertension, a severe back pain and lumbar pain started suddenly one week ago and extended to bilateral hips and legs. The severity of pain increases when the patient lies in supine position and the patient mostly wakes up because of the pain. In the course of time, numbness and loss of strength occurred in both legs and patient could only walk with aid. In the spinal magnetic resonance imaging (MRI) performed in a third party site, a subacute SEH, appearing isointense with cord in T1 sequences and hyperintense in T2 sequences, was found in right mediolateral and posterior sections of spinal cord at the level of T11-T12 vertebrae, which remarkably compresses the cord ( Figure 1 ). Then, an operation was planned but the patient refused to undergo an operation. The back pain of the patient was gradually alleviated within 1 week and loss of strength in legs was also spontaneously improved.
In the neurological examination of the patient, who admitted to our hospital for control visit, hypoaesthesia under T11 and hypoactivity in deep tendon reflexes under that level were detected. In laboratory examinations, RBC was 4.99 M/mm could be found. The only present predisposing factor was hypertension. In the repeated spinal MRIs performed for control purposes, it was observed that dimensions of SEH at T11-T12 regressed (a 0.3 cm thick SEH involving a 3 cm segment) and it did not cause spinal compression anymore (Figure 2a,b) . As no signal void areas suggestive of vascular malformation was detected in spinal cord MRI of our patient, spinal angiography, which is accepted as an invasive method, was not preferred. The patient was advised for clinical and radiological follow-ups as the SEH was in resorption process. In the control neurological examination of the patient performed 20 days later, the results were normal. In the spinal MRI, it was observed that SEH had been completely resorbed (Figure 3a,b).
DISCUSSION
The first SEH case was reported in 1869 by Jackson (3) . Spontaneous SEHs are most frequent in fourth or fifth decade. The male/female ratio is 1.4:1. Coagulopathy (most frequently, hemophilia) or use of anticoagulating drug (most commonly, warfarin) is the case in around 1/3 of spontaneous SEH cases (2, 4) . It was also reported that aspirin leads to risk in the longterm use (5) . Cases developing spontaneous SEH due to combination of tissue plasminogen activator which is recently used for thrombolytic treatment and heparin are also reported (6) .
For SEH, it was reported in the literature that the bleeding is venous in nature and coagulation mechanism disorder alone is not sufficient. It was also reported that association of factor and/or factors increasing fragility of epidural venous structure such as advan- ced age and arterial hypertension, which were also the case in our patient, are required. With regards to the rupture of fragile vessel wall, acute (i.e., coughing, sneezing, vomiting or exercise) or chronic (i.e., portal hypertension and pregnancy) increased intraabdominal pressure is very important. The view is widely recognized that increased pressure is reflected to epidural veins via batson plexus and veins rupture secondary to distension (2, 7) . In one third of cases in the literature, hematoma is between C5-T2, whereas it was observed between T9-L3 in one fourth. Due to non-rigid connections at posterior surface of dural sac, SEHs are more commonly observed in posterior aspect of dural sac, which was also observed in our case (2, 8) .
The typical symptom observed in patients with thoraco-lumbar spontaneous SEH is the sudden onset and severe back pain and lumbar pain converting into a radicular form involving the leg within minutes. As we observed in our case, usually flask and symetrical paraparesis and loss of sense is added to the picture within hours (2, 8) .
In the past, diagnostic method for SEH was myelography. However, during the procedure, depending on the drainage of CSF, development of hematomas have been reported. For this reason, today the most preferred method in the diagnosis of spontaneous SEH is spinal MRI, which is a non-invasive method. It typically shows biconvex hematomas in the epidural space with well defined borders tapering superiorly and inferiorly. Subacute hematomas show characteristic high signal intensity on T1-weighted images. MRI images obtained in acute phase and during transition to subacute phase may mimic spinal subdural hematoma, epidural neoplasm and epidural abscess (1, 8, 9) . In addition, SEH can also be observed due to spinal vascular malformations localized in the epidural region and detailed information about the structure of blood vessels of spinal cord can be obtained (3) . However, as in our case, cases with undetectable cause of spontaneous SHE were seen in the literature (10) .
In spontaneous SEH cases particularly associated with neurological loss and localized in this region due to inadequate spinal blood supply in the thoracolumbar junction and risk of spinal infarction, it is required to ensure spinal cord decompression with emergency surgical intervention (2) . For patients not eligible for surgical procedures, hematoma aspiration can be performed via various minimally invasive methods (11) . Although there is no consensus in the literature, we believe that administration of methylprednisolone at trauma dose will be appropriate (12) . In cases with incomplete neurological deficits, the operation should be performed within 48 hours of the onset of the initial symptoms. If the initial neurological deficits are complete, the operation should be performed within 36 hours (2) .
Physiopathology of spontaneous resolution in SEH has not been completely clarified. Recently, as in our case, an increase in number of individual cases followed with conservative treatment is observed in the literature (13) (14) (15) . In SEHs occurred due to coagulopathy, resolution of hematoma without surgical intervention has been observed with coagulation factor replacement therapy. Boukobza et al. reported 11 cases of spinal epidural hematoma. Five of these patients were treated conservatively. Follow-up MRI of three patients revealed resolution of the hematoma after 6 days in one patient and after 2 months in two patients (8) . Holtas et al. employed conservative treatment in 13 patients with clinically correlating SEH. It was reported that outcomes were good in 11 of those patients (1) . Jamjoom et al. (9) also emphasized that there was an increase in both number of SEH cases and number of cases who were diagnosed with MRI findings and did not require operation.
In conclusion, although spontaneous improvement has been observed in limited number of SEH cases, it was found that late surgical intervention did not sufficiently improve the neurological status in many cases. Therefore, it will be appropriate that in patients with diagnosis of SEH, clinical and radiological follow-up should be performed as close as possible.
